The objective of this article is to explore complementary and alternative medicine (CAM) users' reliance on health service providers, different forms of media, and interpersonal contacts for their health-needs information. To explore this information, a survey was posted to a random sample of 1,308 people in five rural and two metropolitan localities in Victoria, Australia. The response rate was 40% (n = 459). The overall current CAM use was 52% and lifetime use was 85%. We found that the CAM users obtained most of their health needs information from doctors and CAM practitioners, whereas the Internet and health food shops served as the least useful sources of information. The respondents who used the modalities we labeled as natural remedy modalities accessed the most health information. The study results show that although conventional medicine may question some types of health care information that forms the basis of respondents' decision making, their health care decisions are nevertheless informed decisions.
INTRODUCTION
This article is one of a series of articles on the PUC-CAM (Perspectives on the Use in Communities of Complementary and Alternative Medicine) study that reports on the diversity of CAM use, including the beliefs and characteristics of users of subcategories of CAM modalities and the use of modalities in culturally different geographic locales, both metropolitan and rural. In this article, we focus on the information sources accessed by modality users to obtain their health needs information and provide details of CAM modality users' reports of discussions about CAM with their doctors.
The purpose of the PUC-CAM study was to move beyond generic CAM use to the study of diversity within CAM use. The PUC-CAM study explored overall CAM use as well as the use of 22 individual CAM modalities in a sample of 1,308 people in two metropolitan and five rural localities (response rate 40%; n = 459). As part of the study, users were queried about the information sources they accessed to obtain health needs information. It also explored beliefs about holistic health care, patient and health care provider responsibilities, and characteristics that were thought more or less prominent in rural people that possibly influence health care behavior.
Information about complementary and alternative medicine (CAM) is communicated through a variety of domains (Scambler, 2003) . Magazines discuss CAM use and advertise products such as nutritional supplements and magnetic underlays for beds (Kirkman, 2001) . Books offer exploration of a multitude of CAM topics. Scientific journals report on the latest research findings. The Internet is an enormous and growing unregulated source of information about CAM (Risk & Dzenowagis, 2001) , whereas personal anecdotal CAM information often comes from family and friends (Kelner & Wellman, 1997; Thorne, Paterson, Russell, & Schultz, 2002) . The mass of information about CAM is a product of increased CAM use (Eisenberg et al., 1998; MacLennan, Wilson, & Taylor, 2002; Thomas, Nicholl, & Coleman, 2001) . It forms part of a broader social shift in which individuals are encouraged to be more responsible for their own health. Responsibility for health care includes gaining information concerning various health and medical practices, often from a variety of sources. As Rose (2001) observes,
The dependent variables were the complementary or alternative modalities used. Use or likelihood of use was requested for 22 modalities not usually provided within conventional medicine: acupuncture, aromatherapy, Bowen therapy, chiropractic, chelation therapy, herbalism, homeopathy, kinesiology, magnet therapy, massage therapy, meditation, naturopathy, osteopathy, prayer, reflexology, Reiki, Shiatsu, spiritual healing, Tai chi, traditional Chinese medicine, and yoga. There was also space to list other modalities used including self-prescribed vitamins, herbs, and supplements.
Independent variables included concepts considered to be possible influences on the use of CAM modalities. Reasons for use and sociodemographic variables were developed as single questions. Scales were developed for seven concepts encompassing beliefs in what we have called "holistic health care." These concepts were labeled as holistic health care beliefs because they cover beliefs about nature and science in health care, and individual, health care provider, and societal responsibilities. Another six scales were developed to explore characteristics thought to be more or less prominent in rural people that might possibly affect their health care behaviors. The questionnaire included an open question about the respondents' ability to comfortably discuss their CAM use with their doctors and a question that asked the respondent to rate their use of nine different information sources on a scale of 1 to 7 (Bourke, 2001a; Kelner & Wellman, 1997; Thorne et al., 2002) . The questions about discussion of CAM with doctors and the sources of health information used are the independent variables from the PUC-CAM study explored in this article.
The nine information sources that were included were as follows:
• Seven localities in Victoria, Australia, were selected to provide a diversity of geographic and socioeconomic status. They consisted of two metropolitan and five rural localities. Pseudonyms are used for each location in this article (Robinson et al., 2005; Chesters, 2000) . The two metropolitan localities were Portelli, a high socioeconomic status locale, and Bluette, a low socioeconomic status locale. There were three low socioeconomic rural localities; Timburr, Whitford, and Granara. Whereas Whitford and Granara have been longstanding agriculture-based communities, Timburr is a "sea change" locality because of an influx of metropolitan people "escaping" from the pressures of city life (Burnley & Murphy, 2004) . Timburr relies heavily on tourism for economic well-being. Fernbrook is also a sea change locality that relies on tourism. Both the sea change and agriculture-based places varied in their distance from metropolitan Melbourne.
Two hundred people were selected from each locality using an electronic telephone directory, Marketing Pro. Following the removal of duplicate or incomplete addresses, 1,308 surveys were mailed. Respondents completed and returned 459 surveys, a response rate of 40%. Another 11.76% (n = 154) were returned undelivered. There were no responses from 695 people, 14 people telephoned or sent a note with an apology for not responding, and a further 5 people returned the surveys in the reply paid envelopes but did not answer any questions.
The sociodemographics of the respondents were as follows: 68% women; 29% university educated, 19% technical or further education; 31% earned under AU$25,000 per year, 29% earned AU$25,000 to AU$50,000, and 34% earned AU$50,000+; 22% were aged 18 to 39 years, 44% were aged 40 to 59 years, and 32% were aged 60+ years. Overseas-born respondents living in Australia: United Kingdom/New Zealand/Canada/United States, 10%; Eastern Europe, 4%; and Asia, 2%.
Data Analysis
Following data entry and data cleaning, the scales and questions were tested for validity and reliability . Analysis of the survey data began with univariate analysis to explore the overall use of modalities, the numbers of modalities used by respondents, and the modalities predominantly used. Logistic regression was used to explore the linkages between the individual CAM modalities used and the use of information sources. Student's t-test was used to find whether the information sources were associated with rural or metropolitan localities. The information sources were analyzed for their ability to predict either "lifetime use" or a "lack of interest" in of each of the modalities (Pallant, 2005; Tabachnick, 2000) . The two groups are referred to as users and nonusers. Supplements were not included in the exploration of the individual modalities as the survey question was not phrased in a way that would identify the "nonusers" group from the "probably would." The qualitative data the respondents provided about their comfort in discussing CAM with their doctors were coded into three groups: yes, possibly, and no. Their statements were used to explore their willingness to discuss CAM with their doctors.
RESULTS
The results indicated that 52% (n = 240) of the respondents were current users of one or more CAM modalities. The lifetime use of at least one modality was 85% (n = 386) whereas another 9% of respondents were open to the use of one or more CAM modalities. Thus the majority of these respondents were comfortable with adding one or more CAM options to their health care. All modalities listed in the questionnaire were used by at least some respondents. Chiropractic (50%, n = 230), massage therapy (50%, n = 229), and some form of vitamin, herbal, or mineral supplements (39%, n= 180) were the most popular. Full details of the use of the modalities are included in another article (Robinson, Chesters, & Cooper, 2007 [this issue] ).
Use of Health Information Sources
For ease of analysis the 22 modalities have been loosely grouped by similarity of features into four categories: established modalities, accepted modalities, wellness modalities, and natural remedy modalities (see Figure 1 for description). These categories were developed primarily from the study data. The results suggested that the users of modalities within these categories access health information similarly. The categories are those that were also found to assist with understanding the beliefs and characteristics of respondents . Four of the modalities from each category were used in the analyses that obtained the following results. They are the four natural remedy and accepted modalities and the four most used wellness and established modalities.
The following section describes in detail the information sources used by both CAM and non-CAM users, including physicians, ancillary services providers, media, and interpersonal contacts. Results of the analysis of rural and metropolitan differences in use of information sources are also described.
Doctors as Sources of Health Information About CAM
Overall, CAM users rated doctors highest as their source of health information (Table 1) . They were rated (scale 1-7) at the medium to high level (M = 4.20 to 5.36), indicating that CAM users talk extensively to their doctors about their health issues. However, the users of many individual modalities obtained less health information from their doctors than the nonusers. Users of natural remedy modalities, such as homeopathy (OR = 0.70) and herbalism (OR = 0.79), obtained the least information from their doctors. Users of wellness and accepted modalities, such as meditation (OR = 0.83) and osteopathy (OR = 0.85), also 125 rated doctors significantly less as sources of information. The users of the established modalities, such as chiropractic (OR = 0.99) and magnet therapy OR = 0.99), were the modality users who rated their doctors highest. They had little or no significant difference from the nonusers in the information accessed from doctors.
Doctors' Discussions of CAM With Their Patients
The respondents who had consulted with a doctor in the 2 years prior to the survey were also asked if they were comfortable with discussing CAM with their doctors. More than half the users of each modality were comfortable with discussing CAM apart from the osteopathy users ( Table 2 ). The users of the established modalities, such as chiropractic and massage therapy, were the most comfortable. The users of the wellness modalities ranked next, whereas the natural remedy and accepted modality users were the least comfortable. The respondents did not frequently use most of the latter group, the accepted modalities.
Although many CAM users stated they could comfortably discuss CAM with their doctors, this did not always indicate that the discussions took place. Approximately half this group simply stated "yes," or commented that "I feel I could." The other half provided a context for their comments. Some comments showed comfort with discussing CAM was because of "a good rapport" with the doctor. Others showed it was about being "open and honest" and being "quite satisfied with conventional medicine." There were also some users who were very open with their doctors about their interest in CAM. "I stated from the outset of diagnosis that I would explore all alternatives I thought beneficial to my condition." The CAM users were aware of their doctor's attitude to CAM and made statements such as "I have a very . . . open minded GP," the doctor is "open to most alternatives," or "Yes, I don't feel intimidated by my doctor." Sometimes CAM users instigated discussions with doctors despite an expectation that the doctor "may not know much about it," and some discussions seemed to be instigated by the doctor, for example, "I was advised to try glucosamine sulphate." A substantial proportion of modality users, between 12% (magnet therapy) and 35% (osteopathy), were hesitant about discussing CAM with their doctors, and when they did, often found the discussions unsatisfactory. One respondent stated, "I discuss it with them but never get any listening. No questions asked," and another "My doctor is often sceptical and patronising in response."
Hesitations also related to the respondents' perceptions of a general attitude within conventional medicine.
They usually don't understand, or create an underlying attitude of "try it but it won't get you any where." They haven't the scientific evidence but they forget that alternative medicines are not financially supported by pharmaceutical companies and university research to the level that conventional medicines have for the previous decades."
Few users, (massage therapy, 7.1% and reflexology, l3%) gave a definitive "no" to being able to comfortably discuss CAM. These users also indicated it was because of the attitudes of the doctors, stating that "No, he is very old fashioned," or "I don't think the doctor will listen."
The comments by the CAM users show a complex level of information processing when decisions are made to use CAM. They show a respect for scientifically based conventional medicine tempered with an awareness of the attitudes of conventional medicine toward CAM and a belief that many doctors lack knowledge about CAM. In many instances this results in a lack of CAM discussion with doctors.
Ancillary Service Providers
CAM practitioners, like the doctors, were rated by CAM users at the medium to high level as a source of health information (M = 3.61 to 5.32) ( Table 1) . The low rating of nonusers (M = 1.19 to 2.03) and significant differences between users and nonusers was expected because nonusers are, of course, unlikely to obtain information from the practitioners. The results showed, however, that the users of the natural remedy modalities, for instance, naturopathy (OR = 2.02) and homeopathy (OR = 2.03), obtained much more health information from their CAM practitioners than the users of the wellness and accepted modalities (aromatherapy, OR = 1.55; acupuncture, OR = 1.60). Most users of the established modalities obtained less information from CAM practitioners than other modality users (OR = 1.22 to 1.67).
Pharmacists were rated in a medium range by users of all modalities (M = 3.48 to 4.30) (Table 3 ). Users and nonusers showed no significant difference in levels of information obtained from pharmacists. Aromatherapy was the exception (p = .003, OR = 1.20). Pharmacists supply aromatherapy oils for use at home, which may make for discussion with staff at pharmacist shops.
Health food shops were the ancillary service providers used least for health information. They rated from low to medium levels (M = 2.73 to 3.97) ( Table 3 ). The significant differences between the users and nonusers, as for the differences in information obtained from CAM practitioners, were expected. Nonusers are unlikely to obtain products from health food shops. When the differences between users and nonusers in information obtained from health food shops were compared, they were similar to those for CAM practitioners as sources of information. Users of natural remedy modalities (naturopathy, OR = 2.04; herbalism, OR = 1.84) were much more likely to obtain information from health food shops than users of the wellness (aromatherapy, OR = 1.71; meditation OR = 1.65), accepted (acupuncture, OR = 1.50; Tai chi, OR = 1.56) or established modalities (chiropractic, OR = 1.37; massage therapy, OR = 1.55).
Media
The three publishing media were rated quite differently as information sources (Table 4 ). The self-help books, which totally focus on information about one or more CAM modalities, were rated the highest. They can be obtained from libraries, bookshops, and news agents or may have been passed on from family or friends. The broadcast and print publishing media sources of TV, radio, newspapers, and magazines were rated next in levels of use. These sources have health information when research findings or public health incidents occur that are considered newsworthy. They may also have regular features on health and often advertise health care products.
The Internet was used the least of all information sources included in this study, even though it has information about a multitude of topics and is relatively easy to use.
The CAM users rated their use of self-help books from medium to higher medium (M = 3.37 to 4.88). All users rated their use of self-help books significantly higher than the nonusers. The natural remedy users (naturopathy, OR = 1.67; homeopathy, OR = 1.72) and the wellness users (aromatherapy, OR = 1.59, meditation, OR = 1.75) obtained similar amounts of information from self-help books, whereas less was obtained by users of accepted and established modalities (acupuncture, OR = 1.31; Tai chi, OR = 1.58, chiropractic, OR = 1.19; magnet therapy, OR = 1.30). The higher levels of information obtained from self-help books by the natural remedy and wellness users may reflect the fact that books on herbs, vitamin, and mineral supplements that are "prescribed" by practitioners of naturopathy, homeopathy, herbalists, and Chinese medicine, are widely available. Books on these and wellness modalities such as aromatherapy, yoga, and meditation appear to be more widely available than books on health problems and treatments involving acupuncture, osteopathy, chiropractic, and massage therapy.
The CAM modality users gave the broadcast and print media a medium rating (M = 3.41 to 3.92). There was less variation in the use of these than other media by users and nonusers of the natural remedy and wellness modalities. In naturopathy (OR = 1.26) and aromatherapy (OR = 1.32), for instance, differences are less than those between the users and nonusers use of self-help books. The difference in accessing this media by the users and nonusers of the established and accepted modalities was much more varied. Modalities such as Tai chi (OR = 1.28) and chiropractic (OR = 1.22) showed some difference. However, others such as acupuncture (p = .177) and magnet therapy (p = .488) showed no significant differences in use.
Use of the Internet was rated as low by CAM users (M = 2.16 to 2.94) and very low by the nonusers. When information was obtained from the Internet, it was the users of the natural remedy (naturopathy, OR = 1.45; homeopathy, OR = 1.37) and wellness modalities (yoga, OR = 1.47, reflexology, OR = 1.26) who accessed it most. The finding of low use of the Internet by modality users is contrary to conjecture about the extent to which people gather health information from the Internet. Health information has been found to be one of the most common types of information sought by Internet users (Eng et al., 1998) . 
Interpersonal Contacts
The CAM users rated interpersonal contacts at the medium level. Both family (M = 3.60 to 4.21) and coworkers/friends (M = 3.51 to 4.29) are in this category (Table 5) .
The users and nonusers of the natural remedy and wellness modalities, and some of the established modalities, showed significant differences in the levels of information sourced from the family. These differences followed the same pattern as for the use of the media. In naturopathy (OR =1.33) and aromatherapy, (OR = 1.24), Tai chi (OR = 1.15) and chiropractic (OR = 1.23), for instance, the differences are similar to those between the users and nonusers of the media. There were no significant differences in the information obtained from the family by the users and nonusers of some of the accepted (Tai chi, p = .081; osteopathy, p = .054) and established modalities (prayer, p = 0.886; magnet therapy, p = 0.903).
CAM users were equally as likely to talk to their coworkers and friends as their family. However, as nonusers obtain less information from their coworkers and friends than they do from their families (M = 2.41 to 3.13), there were greater differences between modality users and nonusers in the information obtained from the two sources. Differences were greater for the natural remedy (herbalists, OR = 1.59; naturopathy 1.43), wellness (yoga, OR = 1.46; aromatherapy, OR = 1.45) and accepted modalities (osteopathy, OR = 1.36; Tai chi, OR = 1.43) than for the established modalities (chiropractic, OR = 1.29; prayer, OR = 1.16).
Rural and Metropolitan Differences in Use of Information Sources
There were no significant differences found between the rural and metropolitan respondents in their levels of use of any of the information sources. Therefore, the differences in the use of information sources by users and nonusers appear to be representative of the cross section of metropolitan and rural respondents.
The Internet was the information source considered likely to be accessed more by metropolitan than rural people. However, the latest information from the Australian Bureau of Statistics (2002) indicates that respondents' Internet use in the metropolitan and rural localities was not substantially different (Australian Bureau of Statistics, 2002) . In the two metropolitan localities Internet use averaged 36% of the population whereas in the five rural localities it averaged 34%. Thus, Internet use of these respondents appears to be no different in the rural and metropolitan localities.
DISCUSSION
In this study the health information literacy of modality users appears to be an important aspect of taking responsibility for their health care needs. Ninety-one percent of respondents were open to CAM use. They showed that CAM use is a mainstream health care issue. They are taking responsibility for health problems (Rose, 2001) regardless of the warnings of conventional medicine about lack of evidence for the effectiveness of many of the CAM practices (Angell & Kassirer, 1998) , and the possible harm that can result from taking natural remedies that may interact with pharmaceutical drugs (Giveon, Liberman, Klang, & Kahan, 2004) . The CAM modality users accessed information sources from within and outside scientifically based conventional medicine. They appear to obtain most of their information from the information sources they believe to be the most trusted. They obtain the least amount of information from sources many health care scholars believe they access regularly-the Internet and health food shops.
The users of all categories of CAM modalities obtained a great deal of their information from doctors. Information from doctors is generally accepted as derived from scientifically .903 based medicine (Angell & Kassirer, 1998; Tallis, 2004) . CAM modality users may feel that this information is reliable, scientifically based information because doctors' information is derived from the institution of science and they are experts in scientifically based health care. In obtaining information from doctors, and the pharmacists from whom the CAM users also obtained substantial information, the modality users may feel that they have a trusted source of scientifically based information. However, the respondents who used the natural remedy, wellness, and accepted modalities obtained less information from their doctors than the nonusers, who relied almost totally on doctors for their health information and rated their information from doctors at the highest level. Many of the CAM users, because of their perceptions about conventional medicine, could not comfortably discuss CAM use with doctors. Perhaps this leads to the CAM users' extensive use of other information sources to obtain health needs information.
The main information sources outside conventional medicine from which modality users obtained health information were self-help books and the CAM practitioners. These information sources provide much health information regarded as lacking scientific evidence. Hufford (1995) has stated that this kind of information emanates from the "authority of experience." In other words, this information, although not supported by medical science, nevertheless obtains its "authoritative" status from the fact that it builds on many years of experience and use. The CAM users seem to be prepared to think about authority in terms that go beyond the narrow confines of evidence-based testing.
CAM users in this study may have a perception that the information given by CAM practitioners and provided in self-help books is filtered through gatekeepers. CAM practitioners obtain much experiential information from CAM education courses. "Much of what we call 'complementary and alternative medicine' . . . represents time-honoured traditions of medical practice originating from other countries and other cultures or from the history of Europeans and American Society" (Micozzi, 2006, p. 9) . CAM users may believe that these institutions provide authority to the experiential information and qualifications gained by the CAM practitioners. The CAM users may also perceive publishers as gatekeepers of knowledge; that publishing institutions ensure that authors have sufficient expertise in their chosen subject. At the very least, CAM users perceive that mainstream publishing has a different kind of relationship to the knowledge it produces than that of large-scale medical and pharmaceutical corporations. As respondents stated in the survey's final comments page "what concerns me is the propaganda machine that hides the truth . . . the endless marketing campaigns," and "the glossy brochures and aggressive advertising of the pharmaceutical companies [that] doctors fall prey to." The perceived gate-keeping function of these two institutional sources may provide modality users with sufficient levels of trust so as to warrant their use.
Conversely, there were no modality users that were extensive users of the Internet or of health food shops for health information. Like practitioners and authors of self-help books, these sources also provide much experiential information that is not scientifically based. The difficulty for users of these sources is assessing the quality and basis of the information, in particular the experiential health information (Bernstam et al., 2005; Buckner, Chavez, Raney, & Stoehr, 2005; Li, Irvin, Guzman, & Bombardier, 2001; Mills, Ernst, Singh, Ross, & Wilson, 2003) . The difference in use may be because of the degree to which users perceive that information from these sources can be regulated. Internet service providers and their governing bodies have few restrictions on the material placed on the Internet (Caral, 2004) . The lack of credentials and difficulty in assessing the reliability of the Internet's health information means that it is not easy for modality users to discern if Internet information can be trusted.
The lack of credentialing applies equally to health food shops. These mostly stock nutritional supplements or herbs used as natural remedies. In Australia, the Therapeutic Goods Administration Act (TGA), which oversees the manufacturing of vitamins, minerals, and herbal supplements, mostly categorizes them as "Listed Medicines." The TGA does not evaluate them individually and requires that the "sponsors hold information to substantiate all of their product's claims" (Therapeutic Goods Administration, 2004) . Health food shops are not required to employ trained naturopaths, herbalists, or other natural remedy practitioners (Lin et al., 2006; Mills, Singh, Ross, Ernst, & Ray, 2003) , although some of them do. Perhaps in this study there is a perception by CAM users that the lack of any kind of "gate-keeping" function (as supplied by CAM training or publishing institutions) results in information that lacks authority and is therefore not as trustworthy.
Although the users of all the CAM categories did not rate the information obtained from interpersonal contacts with family, friends, and coworkers as high, nevertheless they obtained substantial amounts of information from those sources. The interpersonal contacts give modality users the experiences of other CAM users (Kelner & Wellman, 1997; Thorne et al., 2002) . It is experiential information. However, unlike the scientifically based knowledge it provides a personal perspective to the likely effectiveness of a modality (Thorne et al., 2002) . It also allows face-to-face discussion about health issues which enables the CAM users to ask questions, explore the information, and make their own judgments about its trustworthiness. Anecdotal information of this kind is subject to the users' own form of evidence-based testing.
Living in a rural locality does not appear to be a factor in the levels of information obtained by the respondents in this study. The use of information sources by users is representative of the cross-section of respondents. One reason that living in a rural locality has been thought to affect information use in rural localities is that rural people have less access to the Internet (Fan, 2002; Walzer, 2005) . However, the rural respondents did not use the Internet less than the metropolitan respondents. They just did not rely on it to access CAM information Another reason given for information sources being likely to be accessed less in rural localities is lower levels of education of rural than metropolitan people (Bourke, 2001b) . Lower levels of education have been considered to be associated with less health literacy (McMurray, 2003) . All the modality users accessed health needs information from a range of information sources and there were no significant differences between the rural and metropolitan people in their use of any of the sources.
The respondents who used the natural remedy modalities were much more likely to use each information source than the users of the other categories of modalities, namely the wellness, accepted, or established modalities. They obtained much information from CAM practitioners, self-help books, and coworkers/friends, as well as family members and pharmacists. They were also the users that obtained some health needs information from health food shops. The natural remedy modalities involve the ingestion of remedies (Giveon et al., 2004) . They are also the modalities of most concern to conventional medicine because of possible adverse events either through the use of the ingested remedies alone or because of adverse interactions when used in conjunction with pharmaceutical drugs (Beyerstein, 2001) . It is the information about natural remedies in particular, considered to provide a more natural way of healing than "chemical" pharmaceutical drugs, which appears to be increasing at a rapid pace because of technological developments and because many product suppliers target consumers directly (Anonymous, 1997) . Perhaps the natural remedy users are taking advantage of the information available and using it to make their own evaluations of the likely benefits of using natural remedies and immediate risks resulting from ingestion of remedies. The natural remedy users in this study were the CAM users that seemed to be reflecting the most on information from a diversity of evidence-based, experiential, and anecdotal sources when making their health care decisions.
CONCLUSIONS
The PUC-CAM study respondents have indicated that if they use a CAM modality they obtain information from a range of information sources. They thus conform to the kind of reflexive-"risk taking" subjects taking responsibility for their own health described by Rose (2001) . In this study, the CAM users obtain scientifically based information, experiential information, and anecdotal information from personal experiences. The relative quality and use of the information seemed to depend on the issue of "trust." Doctors and pharmacists provided evidence-based information, the status of which is generally accepted in the West. Outside of this, CAM practitioners and self-help books were the main sources of information because of their "gate-keeping" role. To a lesser extent family, friends, and coworkers provided health information based on personal experiences, a different mode of information that is subject to face-to-face testing and qualification. Contrary to the perceptions of many health care scholars (Eng et al., 1998; Glisson et al., 2003) , neither the Internet nor health food shops were well-used information sources by most of the CAM users. The respondents that used the natural remedy modalities accessed the most health information. This is the second article published about the PUC-CAM study. The first article revealed that users of the natural remedy and wellness modalities were more likely to be women, aged under 60 years, and tertiary educated. These results are also likely to be associated with the use of information sources and need to be further explored. The impact of sea change places on the levels of education in the rural localities also needs further exploration in relation to changing notions of rural localities. A further issue is that the 40% response rate in this study means that the respondents may not be fully representative of the localities surveyed. Nevertheless, the results provide valuable information for understanding the process of health information gathering of CAM modality users. They highlight the need for conventional health care practitioners to ensure that they ask their patients about their use of CAM and encourage open discussion as part of their approach to health issues. that use individual CAM modalities and the differences in use in metropolitan and rural places. She also collaborates with researchers at the Monash University School of Rural Health to investigate a range of health and community issues important to rural people. Her research and publications aim to draw attention to CAM use and the need for the integration of CAM into conventional medicine, the health care needs of patients, and rural health care issues. Dr. Anske was awarded her PhD on March 21, 2007. Dr. Simon Cooper, PhD, is a senior lecturer in communications at Monash University. He obtained his PhD in critical theory and cultural studies from Monash University and is the author of Technoculture and Critical Theory: In the Service of the Machine? published in 2003. His research interests broadly focus on the construction of social formations and their relation to globalizing processes. In particular, he has researched the role of new information and biomedical technologies and their impact on perceptions of place and identity.
